Decisions about whether to include depressive, passive-aggressive, sadistic, and self-defeating disorders in Axis II have been made difficult by a relative dearth of data. We report the results of a study identifying potential defining features of these diagnoses and assessing their distinctiveness from other Axis II personality disorders (PDs). A national sample of experienced psychiatrists and psychologists used the SWAP-200 to describe a patient with a current axis II disorder or an appendix or deleted PD from DSM-II-R. We examined clinicians' descriptions of patients to identify their most characteristic features, and then applied an empirical clustering procedure, Q-factor analysis, to see whether versions of these disorders would emerge empirically. As currently conceptualized, only passive-aggressive PD was distinct from other PDs. When the data were subjected to Q-factor analyis, the first and largest grouping was a dysphoric (depressive) PD. A hostile-negativistic subcategory emerged that resembled passive-aggressive PD, along with a revised dependent diagnosis that included many self-defeating/masochistic features. The results suggest that a depressive or dysphoric personality may represent an internalizing spectrum of personality pathology, and that a hostile-negativistic PD may be distinct from the disorders in the text of DSM-IV. Sadistic and self-defeating PD do not appear to represent distinct disorders, although they include personality traits (sadism and revictimization) associated with distinct developmental histories.
R and DSM-IV: depressive, passive-aggressive (negativistic), sadistic, and self-defeating. The decision to keep a disorder in the appendix (or to delete it entirely, as was the case in DSM-IV with self-defeating and sadistic PD) reflects a number of considerations, the most important of which is its incremental validity or "value added": Does it describe a prevalent kind of person not already diagnosable on Axis II? This is clearly a reasonable criterion. However, the lack of empirical procedures for determining which diagnoses should be included prior to testing the incremental utility of a new diagnosis renders this criterion somewhat arbitrary. For example, if a depressive PD is not readily distinguished from borderline, avoidant, and dependent PD, this may suggest that it has minimal incremental utility, that one of these other diagnoses has little utility after including depressive PD, or that these disorders may be subtypes of a depressive, dysphoric, or internalizing spectrum disorder.
A depressive or melancholic personality style has been recognized since the time of the ancient Greeks and posited by numerous theorists (Parker, 2003; Phillips, Hirschfeld, Shea, & Gunderson, 1995; Sass & Junemann, 2003) . Most clinicians regularly treat patients who suffer from chronic feelings of inadequacy, self-criticism, worries about being abandoned or unloveable, and so forth but do not meet criteria for any PD (see Westen & Arkowitz-Westen, 1998) . The major impediment to the official recognition of depressive PD has been the problem of comorbidity, particularly with dependent, avoidant, and borderline PD on Axis II and with dysthymic disorder on Axis I. Nevertheless, several studies have found support for a distinct depressive PD construct, with distinct family history (e.g., mood and substance use disorders) and developmental history (e.g., interpersonal loss and negative parental perceptions) correlates (Huprich, 2003; McDermut, Zimmerman, & Chelminski, 2003; Phillips, Hirschfeld, Shea, & Gunderson, 1995) . Another major question is whether chronic and enduring feelings of depression and their cognitive, motivational, and behavioral concomitants would be better classified as an Axis I disorder (McLean & Woody, 1995; Parker, 2003; Phillips, Hirschfeld, Shea, & Gunderson, 1995; Sass & Junemann, 2003) .
Passive-aggressive PD (now with "negativistic" in parentheses in DSM-IV) was demoted from full PD status in DSM-IV. Major questions center on prevalence, discrimination from other PDs, and the core conceptualization of the construct (see Millon & Radovanov, 1995) . Studies using structured interviews have produced low prevalence rates, although clinicians report that this is one of the more common PDs they treat (e.g., Wetzler & Morey, 1999) . The low prevalence rates may be an artifact of assessment procedures that ask patients direct questions about a disorder defined by qualities that are socially undesirable and largely unconscious (see Westen, 1997) . Nevertheless, some research supports the construct validity of this disorder (Fossati et al., 2000; Johnson et al., 1999; Joiner & Rudd, 2002) . If passive-aggressive PD were to be reinstated, a major question would be how to redefine the construct. The DSM-III-R criteria essentially presented nine ways in which a single trait-a tendency to express anger in passive and indirect ways-can be expressed, raising questions about whether passive aggression would be better conceptualized as a personality trait than a personality disorder (Millon & Radovanov, 1995) . The Axis II Work Group broadened the construct to include a negative, sullen attitude and a pessimistic way of experiencing and describing the world and the way one is treated. The new criteria better capture the anger, envy, and feeling of being misunderstood that clinically appear to occur in these individuals, although they may increase its comorbidity with PDs with a depressive bent.
The origins of the sadistic PD construct themselves are controversial, with some claiming that it emerged from the observations of forensic psychiatrists, and others viewing it as a political gesture aimed at opponents of the self-defeating diagnosis who (appropriately) complained about inclusion of a diagnosis for women who stay in abusive relationships but not for the men who abuse them (Fiester & Gay, 1995; Widiger, 1995) . Political issues aside, a major question is again whether sadism constitutes a syndrome or a trait, and whether it occurs in individuals who would not already be diagnosed with antisocial PD. The little existing research has produced a range of estimates of comorbidity with other PDs, with most finding high comorbidity with antisocial and narcissistic PD (e.g., Fuller, Blashfield, Miller, & Hester, 1992; Holt, Meloy, & Strack, 1999) . Given that not all antisocial and narcissistic individuals are sadistic (Fiester & Gay, 1991) , an open question is whether sadistic features define a meaningful subgroup of antisocial or psychopathic individuals (e.g., Berger, Berner, Bolterauer, Gutierrez, & Berger, 1999; Murphy & Vess, 2003) .
The exclusion of self-defeating PD (initially masochistic PD) from the official psychiatric nomenclature represents a combination of scientific concerns about comorbidity and concerns about both gender bias and the potential for victim blaming (see Caplan, 1987; Fiester, 1995; Kass, Spitzer, Williams, & Widiger, 1989; Widiger, 1995) . Empirically, a subgroup of individuals with a history of PTSD and childhood sexual abuse does appear to show self-defeating features, including a tendency to enter into multiple abusive relationships in adulthood (e.g., Coolidge & Anderson, 2002; Shea et al., 2000) . Despite concerns about gender bias, some research has found both construct and incremental validity for self defeating PD symptoms, which predict impairment beyond other PD symptoms and do not appear to be limited to women (Cruz et al., 2000) . However, data on comorbidity are more problematic, with most patients diagnosed with the disorder also receiving either a borderline or dependent PD diagnosis (see Fiester, 1995; Huprich & Fine, 1997; Skodol, Oldham, Gallaher, & Bezirganian, 1994) .
AIMS OF THE STUDY
In this study we report data on PD patients described by a random national sample of experienced psychiatrists and psychologists using a Q-sort instrument for assessing personality pathology designed for expert observers, the Shedler-Westen Assessment Procedure-200 (SWAP-200) (Shedler & Westen, 2004b; Westen & Shedler, 1999a) . The instrument includes not only items reflecting the various diagnostic criteria in Axis II for DSM-III through DSM-IV but also descriptors of personality taken from the clinical and empirical literatures on personality and PDs and from clinical observation and pilot studies designed to maximize its comprehensiveness. For the present purposes, the instrument can be used for taxonomic research in two ways. The first is to identify the most characteristic features of existing or proposed disorders, by aggregating the Q-sort descriptions of patients diagnosed with each disorder and creating composite portraits of patients with each disorder. The second is to cluster patients' profiles across cases, irrespective of current diagnoses, to identify nonredundant diagnostic groupings. (A third taxonomic approach, which groups together items to identify common factors, is described elsewhere (Shedler & Westen, 2004a; Westen, Dutra, & Shedler, 2005) .) In prior publications, we have applied these analyses to the disorders in the text of DSM-IV. This paper represents the last in this series of publications, focusing on the appendix disorders.
MATERIAL AND METHODS
Data collection methods and sample characteristics have been described in detail previously (Westen & Shedler, 1999a ); here we summarize those aspects relevant to the present report.
PARTICIPANTS
A national sample of 530 experienced psychiatrists and psychologists recruited from the rosters of the American Psychiatric Association and the American Psychological Association contributed data to the study. Each clinician used the SWAP-200 to provide a psychological portrait of a single patient. Clinician participants averaged 18.1 years practice experience post-training. Approximately 1/3 were psychiatrists and 2/3 psychologists.
PROCEDURES
We focused in this study on both current and recent DSM Axis II diagnoses, including the 4 appendix disorders. We surveyed clinicians to determine which PD diagnoses were represented in their practices. Based on their responses, we asked them to describe a patient with one of the 14 PDs. . The SWAP-200 is a set of 200 personality-descriptive statements or items, each printed on a separate index card. To describe a patient, a clinician sorts the statements into eight categories, from those that are least descriptive of the patient (assigned a value of 0) to those that are most descriptive (assigned a value of 7), using a fixed distribution (see 32). An emerging body of research supports the validity and reliability of the SWAP-200. Both adult and adolescent versions of the instrument have predicted criterion variables such as measures of adaptive functioning and developmental and family history variables (Bradley, Jenei, & Westen, 2005; Russ, Heim, & Westen, 2003; Shedler & Westen, 2004a; Westen & Shedler, 1999a; Westen, Shedler, Durrett, Glass, & Martens, 2003) . Several recent studies have shown that SWAP data have good interrater reliability (r > .80) and converge with data from independent informants (Bradley, Hilsenroth, & Westen, 2005; Marin-Avellan, McGauley, Campbell, & Fonagy, 2005; Westen & Muderrisoglu, 2003) .
MEASURES
Dimensional Axis II Ratings. Clinicians rated the extent to which the patient met criteria for each Axis II disorder using a 7-point rating scale (1 = not at all, 4 = has some features, 7 = fully meets criteria). Validity of such ratings are supported by data from a recent study in which clinicians made similar ratings as well as present/absent ratings for each of the Axis II criteria for all disorders randomly ordered (unpublished data). Clinicians' global ratings correlated r = .73 with number of criteria met for each disorder.
Clinical Data Form (CDF).
The CDF assesses a range of variables including demographic, diagnostic, adaptive functioning, developmental and family history variables. Prior studies suggest that clinicians' judgments on these variables predict theoretically relevant criterion variables (e.g., Dutra, Eddy, Nakash, Dutra, & Westen, 2002) and show high interrater reliability and validity (e.g., correlations with the same data obtained by independent interview r > .60) (Hilsenroth et al., 2000; Westen, 1997; Westen & Muderrisoglu, 2003) . (For a more detailed description of the CDF see Dutra, Campbell, & Westen, 2004; Zittel & Westen, 2005.) 
STATISTICAL ANALYSIS
To examine the characteristics of the four appendix PDs, we created composite profiles of patients diagnosed by their treating clinicians with each disorder by averaging the rank given each item across all patients sharing a diagnosis. This allowed us to identify the items (candidate diagnostic criteria) that best described patients within each diagnostic group. To assess convergent and discriminant validity and incremental utility, we correlated composite profiles with clinicians' 7-point ratings of the extent to which the patient met DSM-IV criteria for each disorder 4 disorders plus the 10 PDs in the text of DSM-IV. We then examined whether nonredundant versions of any of these diagnoses would emerge when applying Qfactor analysis to the entire dataset (N = 530); this data set included patients diagnosed with all 10 current Axis II PDs as well as the 4 appendix disorders. We have reported the results for the 10 primary PDs elsewhere (Westen & Shedler, 1999b) .
RESULTS

DEMOGRAPHICS
Patient age averaged 40.9 (s.d. 11.6), with no significant differences among diagnoses. The sample was 53.1% female and 93.8% Caucasian, with roughly half described as poor or working class and the other half, middle or upper class. Sample size and gender composition of the four diagnoses examined here were as follows: depressive, N = 39 (70.3% female); passive aggressive, N = 37 (28.6% female); sadistic, N = 19 (36.8% female); and self-defeating PD, N = 37 (79.4% female). Composites for each disorder showed high internal consistency, with Cronbach's alpha > .80 in all 4 cases. Thus, the aggregated profiles are adequate for obtaining reliable results with these sample sizes. Tables 1-4 report composite descriptions of patients diagnosed with each disorder. The items are arranged in descending order of descriptiveness, that is, by how highly they were placed on average in the Q-sort for patients diagnosed with the disorder. Tables 1-4 include the SWAP 200 items most central to the descriptions of the 4 PDs (i.e., with the highest average ranking). (For parsimony, we only include items with rankings above 4.5 to 5.0.) As described in the existing literature, patients diagnosed with depressive PD are characterized by a range of dysphoric emotions and cognitions. Patients with passive-aggressive PD share many fea- 6.94 Tends to feel she/he is inadequate, inferior, or a failure.
COMPOSITE DESCRIPTIONS OF APPENDIX DISORDERS
6.69 Appears to find little or no pleasure, satisfaction, or enjoyment in life's activities.
6.56 Tends to feel guilty.
6.50 Tends to blame self or feel responsible for bad things that happen.
6.38 Tends to feel listless, fatigued, or lacking in energy.
6.31 Tends to feel life has no meaning.
6.31 Tends to be self-critical; sets unrealistically high standards for self and is intolerant of own human defects. 5.81 Struggles with genuine wishes to kill him/herself. 5.69 Tends to be preoccupied with death and dying.
5.38 Tends to "catastrophize"; is prone to see problems as disastrous, unsolvable, etc.
5.31 Tends to feel helpless, powerless, or at the mercy of forces outside his/her control.
5.25 Tends to be insufficiently concerned with meeting own needs; appears not to feel entitled to get or ask for things she/he deserves. 5.13 Appears to want to "punish" self; creates situations that lead to unhappiness, or actively avoids opportunities for pleasure and gratification. 5.13 6.06 Tends to be angry or hostile (whether consciously or unconsciously).
5.94 Tends to get into power struggles.
5.82 Tends to be conflicted about authority (e.g., may feel she/he must submit, rebel against, win over, defeat, etc.). 5.71 Tends to hold grudges; may dwell on insults or slights for long periods.
5.29 Tends to be controlling.
5.24 Appears to gain pleasure or satisfaction by being sadistic or aggressive toward others (whether consciously or unconsciously). 5.12 Tends to be competitive with others (whether consciously or unconsciously).
5.00 Tends to feel misunderstood, mistreated, or victimized.
4.88 Tends to elicit dislike or animosity in others.
4.82 Tends to be passive and unassertive.
4.76
tures of the disorder as defined in DSM-III and DSM-III-R, but they are also characterized by authority conflicts, sadism, competitiveness, a vulnerability to feelings of helplessness, and a tendency to alternate between control battles and an ingratiating, submissive posture. Sadistic PD is best characterized by items associated with sadism, psychopathy, narcissism, and hostility toward the opposite sex (which is likely to emerge in abusive intimate relationships). Patients with self-defeating PD have a number of characteristics common to borderline, dependent, and histrionic PD but are distinguished by a tendency to find themselves in punishing situations, to choose partners who are inappropriate or abusive, and to lack sufficient concern for their own needs.
VALIDITY
To assess the convergent and discriminant validity and incremental utility of the 4 appendix disorders vis-a-vis the current 10 axis II PDs, we corre- vergent validity coefficients, whereas numbers off the diagonal index discriminant validity. As can be seen from the table, only passive-aggressive PD shows evidence of incremental utility vis-a-vis the disorders currently in the text of DSM-IV, with correlations along the diagonal substantially greater than correlations off the diagonal. As expected, and confirming the judgment of axis II work groups, depressive and self-defeating PDs showed high overlap with avoidant and dependent PD. Sadistic PD was largely indistinguishable from antisocial PD.
Another way to assess the distinctiveness of these diagnoses is to examine their etiological correlates (see Robins & Guze, 1970) . Although space limitations preclude any thorough examination of etiological correlates, the following are of note. Depressive and passive-aggressive PDs showed no distinct patterns of family or developmental history relative to any other group. The same was not the case, however, for sadistic and self-defeating PD. These two disorders had the highest rates of reported family history of major depressive disorder (52.6% and 45.9%, respectively), as compared, for example, with depressive and narcissistic patients (38.5% and 27.0%, respectively). Sadistic PD, like antisocial and borderline, also had elevated rates of alcohol and substance abuse among first-and second-degree relatives. For example, 68.4% of sadistic PD patients, like 70.0% of antisocial patients, had relatives with a history of alcohol abuse, as compared with 15.4% for depressive, 35.14% for passive-aggressive, and 42.11% for self-defeating PD.
The same two disorders (sadistic and self-defeating) showed distinct developmental history correlates as well. Like borderline PD, sadistic and self-defeating patients tended to have a childhood history of sexual abuse, with reported prevalence rates at 47.1%, 35.5%, 41.4%, respectively. Of particular note is the high rate of sexual abuse in the predominantly male diagnosis of sadistic PD. In comparison, clinicians reported a history of sexual abuse in 14.8% of passive-aggressive, 15.0% of antisocial, and 9.4% of narcissistic PDs. These differences were statistically significant for the overall sample at p < .0001 (χ 2 [14]) = 43.16). A similar, though slightly different pattern emerged for physical abuse, which was reported in 64.7% of sadistic patients and in 41.2% of self-defeating, 48.5% of borderline, 40.0% of antisocial, and 37.5% of depressive PDs. In comparison, only 17.2% of clinicians described physical abuse in the history of passiveaggressive patients. Once again these findings were significant at p < .0001 (χ 2 [14] = 43.43). These data suggest that individuals who are treated sadistically as children are more likely to develop sadistic PD. The difference between antisocial and sadistic patients seems to lie in the differential rate of sexual sadism in their childhood histories. A history of both physical and sexual abuse is also common among patients diagnosed with self-defeating, borderline, and to a slightly less extent depressive PD. Certain qualities of sexual abuse, however, appear to distinguish self-defeating from other abused PD patients. Reported age at first sexual abuse was considerably lower in self-defeating (M = 5.5) than in sadistic (M = 8.7) and borderline (M = 9.0) PDs. Duration was also substantially longer: M = 8.1 vs. 4.2 and 3.5 years, respectively. The same was true of 7-point ratings of severity (M = 6.2 vs. 5.4 and 5.0, respectively, s.d. approximately 1.3) and frequency (4.2 for self-defeating vs. 3.6 for sadistic and borderline PD, s.d. approximately 1.2) of sexual abuse.
EMPIRICALLY DERIVED COMPOSITE DESCRIPTIONS
The data presented thus far assume the diagnoses included in the text and appendices to axis II. An important question is whether diagnoses resembling any of these might emerge empirically if we were to derive nonredundant PD diagnostic groupings empirically. Elsewhere (Westen & Shedler, 1999b) we report the general results of such efforts using the entire sample collected in this study; here we report analyses relevant to the appendix disorders in greater detail. In these analyses, rather than starting with DSM categories, we examined the profiles of 530 patients irrespective of DSM-IV diagnosis to see how they naturally cluster using Q-factor analysis. The first, largest factor emerging from this analysis was dysphoric PD, which accounted for 20.2% of the variance in the dataset. Similar to the construct underlying depressive personality disorder, the central features of this the dysphoric factor (presented in Westen & Shedler, 1999b ) reflect a global internalizing style, including depression, shame, guilt, self-blame, fear of rejection, anxiety, low assertiveness, and emptiness.
Because the dysphoric diagnosis was the largest that emerged and appeared to be heterogeneous, we subfactored the patients who loaded on this factor to see if any discrete subfactors could be detected (see Block, 1978) . This procedure yielded five dysphoric or internalizing subfactors: avoidant, high-functioning dysphoric, emotionally dysregulated, dependent/masochistic, and hostile-negativistic (Westen & Shedler, 1999b) . We focus here on the final two, whose highest-ranking items are presented in Tables 6 and 7 . The rankings presented in these tables represent factor scores (obtained by multiple regression) for each item, arranged in descending order of magnitude. These scores reflect the extent to which the item is central to the construct, and are analogous to factor scores that can be generated for each subject in conventional factor analysis. The factor scores are presented in standard deviation units, which indicate the extent to which a given item is more or less central to the construct than the average item from the item set. For parsimony, we include here only items with factor scores of 1.5 and above. Table 6 presents the items that best define a diagnosis we called hostilenegativistic. Patients who loaded high on this sub-factor have many of the classic features of passive-aggressive PD, including the tendency to get into power struggles, the general hostility, the tendency to feel mistreated, a critical attitude toward others, conflict around authority issues, and a 3.15 Tends to be critical of others.
2.96 Tends to be conflicted about authority (e.g., may feel she/he must submit, rebel against, win over, defeat, etc.). 2.81 Tends to hold grudges; may dwell on insults or slights for long periods.
2.63 Tends to express aggression in passive and indirect ways (e.g., may make mistakes, procrastinate, forget, become sulky, etc.). 2.58 Tends to be oppositional, contrary, or quick to disagree.
1.97 Is quick to assume that others wish to harm or take advantage of him/her; tends to perceive malevolent intentions in others' words and actions. 1.93 Tends to feel helpless, powerless, or at the mercy of forces outside his/her control.
1.90 Tends to be hostile toward members of the opposite sex, whether consciously or unconsciously (e.g., may be disparaging, competitive, etc.). 1.63 Appears inhibited about pursuing goals or successes; aspirations or achievements tend to be below his/her potential. 1.60 Tends to be controlling.
1.57 Tends to react to criticism with feelings of rage or humiliation.
1.57 Tends to see own unacceptable feelings or impulses in other people instead of in him/herself. 1.55 tendency to behave passive-aggressively. The items on this factor move in precisely the direction proposed by the DSM-IV axis II Work Group as they attempted to broaden the passive-aggressive diagnosis. Table 7 describes a sub-factor of patients with dependent and selfdefeating features. These individuals are substantially more troubled than patients currently diagnosed as dependent, and are characterized by a number of features consistent with a history of problematic attachment to primary caregivers and sexual abuse. In fact, clinicians reported that these patients had poor relationships with their mother (similar to the emotionally dysregulated, borderline group) and tended, like the self-defeating patients described above, to have traumatic histories.
DISCUSSION
The results of this study are complex, and the extent to which they lead to one set of conclusions or another depends on the extent to which one finds the current axis II nosology compelling. If we maintain the current 10 categories as given, the main question regards the incremental validity of the four appendicized disorders, and the findings lead to some fairly clear conclusions. As several prior studies of depressive PD have shown, this PD has substantial overlap with dependent, avoidant, borderline, and selfdefeating PDs. In contrast, a substantially refined passive-aggressive diagnosis may merit consideration, given its relative non-overlap with the 10 DSM-VI PDs. Further, the DSM-IV axis II Work Group arrived at a diagnosis quite similar to what a purely empirical procedure, Q-analysis, produced here, namely a hostile-negativistic PD that includes passive-aggressive features as one of the most salient criteria.
Sadistic personality disorder appears to be a subtype of antisocial PD associated with a history of abuse, particularly sexual abuse in males. As in the few previous studies of these patients, individuals with this diagnosis were largely indistinguishable from antisocial patients except for a single attribute, namely an exaggerated sadism. They share with antisocial and borderline patients a family history of alcohol and drug abuse (and likely externalizing pathology more generally), but unlike other antisocial patients, they tend to have been sexually abused, almost always by their parents. These findings support both psychoanalytic and social learning explanations, which would assert that sadistic treatment in childhood is a breeding ground for sadistic behavior in adulthood. Although we did not collect the necessary data to do more than speculate here, we suspect these findings may be of relevance for forensic purposes, in that these individuals are likely to express their sadism in sexual violence (spouse abuse, rape, or both). The data do not, however, support an independent diagnosis based on one defining feature, which is better understand as a trait or dynamic.
Like sadistic PD, self-defeating PD is highly correlated with existing diag-noses, notably borderline and dependent. If we assume the current nosology, the value added by this diagnosis is minimal. Rather, these patients represent a depressive-borderline-dependent hybrid whose pathology appears to be shaped by particularly early, severe, and malignant abuse of long duration, likely in interaction with genetic variables. Once again, the distinct feature of the disorder-self-defeating and masochistic behavior and choice of relationship partners-is better understood as a clinically important trait or dynamic related to developmental experiences. The items most descriptive of this disorder suggest that a tendency to choose abusive partners, if unconsciously, and to express anger passively (a coping strategy presumably learned early to escape abuse but express the rage that stems from it) contribute to these patients' repetitive experiences of violence in intimate relationships. A less conservative interpretation of the data begins instead with the results of the Q-factor analysis and leads to somewhat different conclusions. A purely empirical clustering procedure finds that a substantial number of patients are best described by their chronic dysphoric feelings and related personality attributes such as passivity, helplessness, selfblame, abandonment fears, and behavior that appears to reflect a need for self-punishment. As the SWAP-200 description of these patients makes clear, these patients are characterized by a constellation of personality variables-enduring ways of thinking, feeling, behaving, wishing, fearing, and regulating affects-that are not readily captured by the current axis I diagnosis of dysthymic disorder. On the other hand, these patients are not simply depressed, so that depressive PD does not adequately describe their pathology, either. Perhaps a hierarchically organized internalizing spectrum PD more adequately reflects the constellation of unpleasant emotions with which these patients constantly wrestle. This would be consistent with research using both axis I symptoms of mood and anxiety disorders (Krueger, Markon, Patrick, & Iacono, 2005) and research focusing on normal and abnormal personality traits (e.g., Clark, Livesley, Schroeder, & Irish, 1996; Livesley, 2005; Markon, Krueger, & Watson, 2005; Widiger, Simonsen, Krueger, Livesley, & Verheul, 2005) , that identifies an internalizing spectrum characterized by negative affectivity. We are beginning now to analyze data from a sample of 1201 patients not selected for any particular PD, and the first large Q-factor that is emerging across rotations and estimation procedures is once again an internalizing spectrum PD that strongly resembles the dysphoric PD identified here.
In the present study, a hostile-negativistic and self-defeating/masochistic PD emerged as sub-factors within this superordinate dysphoric or internalizing diagnosis. Whether these diagnostic groupings will replicate, or whether they are in part an artifact of a study design that requested patients with each of the 10 axis II PDs and the 4 appendix disorders, is unclear.
LIMITATIONS
The study has two primary limitations. We address these briefly here, as we have addressed them more thoroughly elsewhere (e.g., Shedler & Westen, 2004b; Westen & Shedler, 1999a , 1999b Westen & Weinberger, 2004) . First, all data were provided by clinicians, who, like all observers, have biases that can limit the reliability of the information they provided. The alphas indexing the internal consistency of clinicians' descriptions of patients sharing a diagnosis suggest considerable reliability to the composite descriptions, however, and the fact that these alphas are so high despite the fact that clinicians varied substantially in theoretical orientation and professional training (psychiatry vs. psychology) gives us greater confidence in the findings. In our prior research, clinician theoretical orientation and training have accounted for little variance in any variable we have examined, and data from clinicians with different theoretical orientations has tended to yield highly similar factor structures (Shedler & Westen, 2004a) . Nevertheless, future research should clearly rely on multiple informants.
A second limitation is the possibility that clinicians may have used implicit prototypes of the disorders to guide their descriptions. Although we cannot completely rule out this possibility, we asked another sample of clinicians to describe their mental prototypes of patients with these disorders, and as in research with the 10 PDs in the text of axis II, descriptions of actual patients diverged substantially from descriptions of clinicians' mental prototypes of patients with the same disorders (Shedler & Westen, 2004b) . Nor did clinicians simply reproduce current diagnostic criteria in their descriptions of actual patients, often ranking items not included in DSM-IV above items taken from the criterion sets. Further, in other research, clinicians' descriptions of patients of this sort using the SWAP-200 have converged substantially with SWAP-200 descriptions of independent interviewers blind to the treating clinicians' diagnostic judgments (Westen & Muderrisoglu, 2003 , 2006 . Nevertheless, in subsequent research, we have minimzed the possibility of biases of this sort by not asking clinicians to select patients with particular PDs and instead giving them procedures to select a random patient in their care.
